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The authors stated that testing took 15 to 20 minutes per patient. We are dealing with an elderly population of patients; and in our hundreds of tested patients, always including testing with the potential acuity meter, Rodenstock laser interferometer, and visometer, the average time of testing with all of these per patient for both eyes is less than 5 minutes. Perhaps in the group of patients reported in this article there was some difficulty in testing the 20 who eventually saw better than had been predicted. Eyes tested with the oblique pattern see less well than those with horizontal or vertical.6 The authors do not mention how often the oblique pattern was the final end point.
In the '22 control eyes with no media opacities' Halliday and Ross reported 3 eyes recording a much better interference visual acuity than Snellen visual acuity. The same 3 patients had a disparity when tested with the visometer. Further on in the paper I found that 2 of these were amblyopic and one had macular degeneration. As has been stated before, amblyopia always gives a disparity with the interferometers and Snellen visual acuity, and the type of macular degeneration was not specified. If the macular degeneration was that with fluid under the retina or geographic atrophy of the pigment epithelium of the macula, then a disparity between interference visual acuity and Snellen visual acuity would be expected, as has been documented.
Perhaps the authors do not appreciate how the HaagStreit visometer actually works. In this instrument the light is passed through double diffraction gratings (moire fringe device) to produce a coherent light which in turn is doubled, and these double beams of coherent light are used to produce an interference fringe within the retina much like the Rodenstock laser interferometer uses a double beam of coherent light to produce an interference fringe. The authors refer to a single beam coming from the visometer when actually 2 beams enter the patient's pupil. It is instructive to sit in front of the instrument and have someone focus both beams from the visometer into the pupil of one's own eye. Then one will observe interference fringes produced within the retina. Now, if one occludes one beam carefully with a smooth-edged opaque piece of paper, one still sees bands of light; but this is the moire fringe diffraction grating and not the interference pattern that is produced only when 2 coherent beams are used.
It was also stated that 2 brightness settings were available with the Haag-Streit visometer. Actually 2 size settings 0-15 mm and 05mm, are available, not related to brightness. The 0-5 mm setting is only useful in orienting oneself in the patient's pupil and then the 0-15 should always be used. Any brightness change has to come from rheostats set in the controls of the Haag-Streit slit-lamp.
Be that as it may, contrary to what the authors stated, the retinometer and visometer are extremely useful in predicting postoperative Snellen visual acuities in cataract patients, provided we exclude those clinical situations that we now know cause false positive readings. These clinical conditions are: (1) cystoid macular oedema, (2) serous detachment of the sensory epithelium of the macula, (3) visual fields cut through fixation, (4) amblyopia, (5) macular holes or cysts, (6) geographic atrophy of the pigment epithelium of the macula, and (7) early postoperative retinal detachment.
Again, let me agree with the last sentence of the article, 'Any surgeon relying on these tests alone would seriously misjudge the visual potential of many patients. ' It is always refreshing to come across an ophthalmic textbook that indulges in lateral thinking, especially when one of the editors is a revered 'old master' ofophthalmology. The 94th volume in the popular series 'Bucherei des Augenarztes' takes as its theme the postoperative management of normal and complicated ocular surgery, dealing with such subjects as late complications and the indications and timing of reoperation.
The 15 surgical articles are varied, covering most procedures, and there are 2 chapters recommending the value of photography in follow-up. It is hard to single out any particular contribution, as the editors have kept the standard high. The illustrations are excellent, and each chapter is provided with a helpful and at times amusing English summary. The idea is a good one and is presented in a brisk and readable form with many points being brought out that would otherwise be glossed over in a more formal type of textbook. The book is designed as much for the ophthalmologist responsible for the aftercare of the patient as for the one undertaking the surgery, and with this intention it succeeds admirably.
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